The reason why the migration of healthcare professionals has not been described and analyzed yet in Hungary can obviously be found in the authenticity and the lack of this of the Hungarian society. There are several theoretical approaches to the migration processes. Each and every one of them analyzes and defines migration from a different point of view. Our goal was to find out the nature of the migration willingness and activity of Hungarian healthcare specialists. We intended to concentrate primarily on the sociological, cultural-anthropological and social-psychological aspects of this complex phenomenon. This sub-cultural phenomenon can be derived form numerous factors: (a) the family background of Hungarian healthcare specialists, (b) their typical, modal system of values when choosing a profession, (c) the fact that they are typically women, (d) the lack of former experience and knowledge of inspirations in mobility. At the Semmelweis University Faculty of Health Sciences we have already carried out several research projects and their synthesis might lead to the description of the migration trends of healthcare specialists. Four years ago, when we did a study about migration to work abroad, the number of those who predicted leaving the country for sure was the same as today. But the number of those who rejected the whole idea was far higher than nowadays. At that time 20% of healthcare specialists considered a career like this impossible, while now their number is less than 5%. When taking into consideration the fact that the recruiting processes are far more intensive and organized than they used to be, we can expect that a larger number of people can be convinced than ever before. However, the migration intentions are not definite, homogenous or final. The interventions, aiming to keep healthcare specialists in Hungary, still have a chance.
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The main points and theoretical background of migration, relevant to our research
The willingness to emigrate or to find work abroad for healthcare professionals in Hungary is considered to be the current burning issue and possibly that of the upcoming years in social and professional politics of the country. The general and the professional public are alike flooded by the questions caused by the migration of healthcare workers from Hungary and the neighbouring countries, their reasons and motives and of course the resulting social and professional vacuum in their homeland. The present mobility trends are obvious, not only showing the fact that the new wave of migration trends mainly affect the professional employees in the healthcare system, but also the unusually intensive and direct social effects they go along with.
The exodus as the inherent migration trends (FEJÉRDY et al. 2004 ) of the medical doctors is a more and more widely known fact in Hungary, and an increasing number of reports, based on research, are born about the dark future. Although in Poland and the Baltic States for instance, the joining to the EU and the partial opening of the labour market caused a mass migration towards the so-called Western countries, in Hungary the medical doctors' society seems to have not reacted so actively and in significant numbers to the new challenges. 2 The Hungarian healthcare workers' tendency to migrate is still lower; according to the annual report of the Hungarian Association of Healthcare Professionals 103 people (out of approximately 100,000 members of that professional group) officially went abroad to work in 2007. Of course there are bound to be many more emigrants, but the exact number of them is not known.
The professional working society of the healthcare system includes more than just medical doctors though, there are also the healthcare specialists. Only a few and rather theoretical statements have been published about their willingness and actual practices in migration up to now. Most of the time these statements carry a message to society, according to which healthcare specialists react to the anomalies between the Hungarian professional situation and the opportunities to work abroad, similarly to the practice of the MDs, by migration as the faraway possibilities look more seducing.
The Western European scientific society has been for several decades dealing with both the theoretical and practical questions of migration (DIALLO 2004; STILWELL et al. 2003; BUCHAN et al. 2003) . In the meantime in Hungary this problem could not receive a coherent and synthetic scientific base, despite there being a few isolated endeavours to describe the question on a theoretical and empirical basis. The reason why migration has not been described and analyzed yet can obviously be found in the authenticity and the lack of this in the Hungarian society. The problem of migration is a brand new one in scientific thinking and in political decision making alike, since Hungarian society has always been sort of unopened for centuries (not counting foreign occupation, shared thrones and other historical phenomena, which could not be counted as modern types of migration). Accepting all these characteristics, international migration research and the theoretical work based on it can be effectively used in many ways to organize the knowledge related to this specific problem.
There are several theoretical approaches to the migration processes (RAVENSTEIN 1885; PAPASTERGIADIS 2000) . Each and every one of them analyzes and defines migration from a different point of view. The various theories are remarkable not only because they allow a multi-faceted analysis of this complex question, but also because they offer diverse causality-based explanations for the migrating ambitions and procedures. For that reason, the analysis of healthcare specialists' migration can only be based on these theoretical systems as interpretation fields. In Massey's opinion, migration may be defined within the confines of the neoclassical and modern economic theories, the concepts of the dual labour market, the workforce supply, the world system, the network and institution theory and the cumulated causalities (MASSEY et al. 1998) . Following these concepts the migration processes always derive from the unequal conditions of the labour market, the decrease of risks and the relative surplus of incomes, the labour needs and seducing conditions of the developed countries, the globalization, the network of emigrants and its supportive potential, the institutional objectivation of migration and the social labelling of several social-economic indicators.
So, in the case of healthcare specialists we intend to answer the following questions: what kinds of labour market forces attract them to go and work abroad; how strongly they are influenced by the net profit seeker strategy; how much they are motivated by the subjective deprivation and the ambition to be objectively relatively privileged; how much they are able to integrate into the worldwide globalization processes -the economic, cultural and social dimensions included -; and what kinds of social network and institutional migration organizations support them in fulfilling their ambitions.
To the above theories of migration many other micro-social indicators can be added as they can all affect the 'letting-go' and 'letting-in' potential of a country in question. Portes and Böröcz explain the intensity and strength of 'leaving' a country by the 'keeping forces' of the collectivities and the migration propensity. Under the term 'collectivity' they define companies and societies like the state, the region, the city, the workplace collectivity, even the family. The second term describes mainly those cultural traditions, which do or do not allow the chances of mobility to be formed in a society or in one of its sub-cultures -this includes past migration experience, on which the individual or the group might build the present willingness to migrate. When analyzing these micro-social factors of healthcare specialists, they all seem relevant. Since migration is taking place among countries sharing the same structure of higher education (PORTES & BÖRÖCZ 1989) , the question how the introduction of the 'Bologna System' to Hungarian higher education affects the migration ambitions of healthcare specialists seems quite important.
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What effect does the implicit, structural and cultural entity of the cognitive factors which appears strongly in the migration processes in the background have on the specific waves in the mobility of healthcare specialists? The globalization of knowledge, way of thinking, beliefs and values are generally important supporters of migration ambitions (COHEN & KENNEDY 2007) . The question is how these conditions are present in the life of Hungarian healthcare specialists and how they regulate the steps taken towards migration.
The research into and theoretical framework of migration have for a long time considered women as 'left behind' members of a society. Men used to be mainly the active participants of migration, while women were left in their homeland bound to their social duties. Later, women started to take an active part in migration and their proportion steadily increased in the migrating population, and by the middle of the 90s women outnumbered men in migration (CAMPANI 1995) . The migration of women poses several serious social questions from the viewpoint of the country of origin and destination, too: different structures of education, family contexts, children, different content of health-spectrum, health-culture and health-behaviour, keeping contact with 'home', other types of abilities in acculturation, and so on. Among migration theories, the migration of women has become a specific field, an individual field of science. Most Hungarian healthcare specialists are women. Based on this fact the gender-specific migration characteristics may be looked upon as primary questions and should be taken into consideration.
One of the most relevant questions of migration is the problem of identity, even if it leads to social-psychology and cultural-anthropology. On the one hand, identity in the way of conditions and forms exists before the migration process itself, on the other hand, what happens to the identity of the migrated, what metamorphosis he/she survives and which conflicts he/she has to deal with and last but not least, how the identity of the migrated is affected by these changes. Concerning these questions, an important change has happened in the world of paradigms lately. Past theoretical concepts, which used to emphasize the acculturation problems, have been replaced by new concepts, especially the transnational theory, underlining the fact that emigrants are moving in a single, unique social space in the globalized world, between their 'left' and the 'new' country. Telecommunication, transportation, the reality of global societies, the global world narrow in space, and the intensity of cultural relations can significantly reduce the pressure and crisis in identity caused only by migration (BRETTELL 2000) .
The analysis of the identity predispositions leading to the migration of healthcare specialists is one of the most important parts of our research. This question is even more important if we consider the fact that the professions in healthcare are generally filled with identities. The fact is that this is connected to the profession, the professional knowledge and experience itself, so maybe the identity is the factor of motivation and generating the mobility.
Last but not least, there are several migration researches which analyze the connection between migration and the mental health of the individual. Referring to Ingleby and Waters, they found that even if the different populations of migration -e.g. refugees or emigrants -find themselves in a special mental state, having specific mental symptoms, they do not receive appropriate mental care. The maximum is to get help and care from the institution and collectivity's culture born to handle the mental problems of the inhabitant society (INGLEBY & WATERS 2005) . In case of healthcare workers, the awaited and expected mental problems might appear in a special context: first, the social and psychological pressures and conflicts behind the migration ambitions; second, the weight of a migration without previous experience; third, the more direct sensitivity towards health-relevant mental problems, even on a prospective manner.
The problem -focal points, questions, goals
In this study we intend to highlight those segments of migration problems, which are relevant to answering such questions as:
1. What is the social, cultural, cognitive and mental context of the healthcare specialists' migration like, both of the already active employees and the future ones? 2. What is the migration type of healthcare specialists? 3. What are the paradigms to describe the migration forms motivating healthcare specialists? So, our goal was to find out the nature of the migration willingness and activity of Hungarian healthcare specialists within the frame defined below and by the help of our own focal points. We intended to concentrate primarily on the sociological, cultural-anthropological and social-psychological aspects of this complex phenomenon. In our opinion, based on this knowledge not only the Hungarian healthcare system's HRM (Human Resource Management) can be calculated more precisely, but by intervening in the fields of special politics or of training, the probable undesired effects of migration processes could also be minimalized.
When one is willing to know more about the migration potential of Hungarian healthcare specialists, the following specific questions appear:
1. Can any trend-like change be described and/or foreseen between the present migration activity and that of the following few years? 2. How long do healthcare specialists plan to stay abroad, what for, under what kinds of conditions? What is its mythology and social-environmental background like? 3. What are the factors which can differentiate the strength of migration willingness: age, marital status, attachment to a group of the same specialization in work, or speaking foreign languages, or something else? 4. How strongly do the intercultural and multicultural competencies and sensibility needed for active migration support the exodus of healthcare specialists? These problematic questions, or focal points might only allow for a simple description of the basic situation. Nonetheless, we expect that this would also point into a professional direction based on which further research work might be done in the future. EJMH 4, 2009 
Hypothesis
Being part of healthcare higher education and having an insight into the socio-cultural activity of the students, the specialists working on the field, and even that of those who already left the profession, we are quite confident to declare that the migration potential of Hungarian healthcare specialists is unique in society as a whole and also in the medical field.
This sub-cultural phenomenon can be derived from numerous factors: -the family background of Hungarian healthcare specialists; -their typical, modal system of values when choosing a profession; -the fact that they are typically women; -the lack of former experience and knowledge of inspirations in mobility.
Not only the strength of the intentions and willingness for migration, but also the characteristics of these define an authentic model of their mobility. As expected, these will orientate towards the second extremity of the following coordinates:
-permanent -temporary, -moving abroad -working abroad, -changing lifestyle -saving money. This implies another question: If this is the case how can we speak about migration at all? Is it not an already known but still new phenomenon, which is also full of social integration problems, but is certainly different from the one defined among those who leave the country for good?
The practically strong socio-cultural and socio-demographic homogeneity of this professional group will probably not lead to significant differences in the migration willingness. Only the age groups or generation differences may possibly specify this potential, which factor is obviously not a healthcare-specific one.
The migration activity would certainly be broken by the lack or weakness of former experience of basic changes, of own experiences of the same kind and of the network background already existing. On the other hand, the already existing pieces of experience and knowledge influence the migration willingness negatively. Another blocking factor can be the fact that this professional group is very poorly or not at all involved in globalization.
Tools, directions, methods, and model of this research
For the present study the results of several researches were used, which can together answer the questions above or prove or reject our hypothesis in a synthetic way. At the Semmelweis University Faculty of Health Sciences we have already lead several researches, of which four might lead to the description of the migration trends of healthcare specialists:
1. Mobility and migration of healthcare specialists and their social-professional integration, compared to the European integration processes.
2. Marketing analysis of the target group of professional training at the Semmelweis University Faculty of Health Sciences. 3. Migration potential of healthcare specialists. 4. The follow-up analysis of healthcare specialists who graduated at the Semmelweis University Faculty of Health Sciences. Each and every research was carried out during the last three years; the first one was performed in 2006, and the last two were done in 2007. The first one was a rather qualitative kind of research, which observed and analyzed the integration problems of primarily Hungarian speaking healthcare specialists from other countries of origin, moving to Hungary. The method was conducting interviews and analysis (N = 41). Although that research seems to be orientated towards another topic, the immigration of foreign people into Hungary, without doubt many typical problems and questions could be highlighted at the theoretical and mainly at the methodological level. Therefore, we deal with that step of the research process as a methodological preparation for other statistics based researches. Nonetheless, its results can also be used as background to the main questions. The method followed for the last three quantitative researches was filling in questionnaires through in-person interviews or via mail (N = 654, N = 307, N = 241). The first research concentrated only on employees, the other three included students and employees, too.
In the first research we could not set the goal of reaching a representative sample as the basic population had not been known at all. We could randomly choose a sample from different regions of Hungary, from different kinds of institutions. The last three researches were selected to have a precise representation of healthcare specialists' normal population in age, gender, geographic place of the work and professional group.
Results
Plans and background factors in migration
The majority of Hungarian healthcare specialists are planning to work abroad with more or less certainty. It is also true that their decision regarding the question is not at all final: 'Migration potential of healthcare specialists' -(N = 307) -12.7% of those asked are certain about going to work abroad, -42.8% consider this possible, -30.4% think it is not probable. Only 4.7% of those asked refuse the idea of working outside the borders of Hungary. The rest (9.4%) have not thought about this question yet.
Analyzing the plans to work abroad allows reaching two strong statements. On the one hand, healthcare specialists rather tend to this kind of future. On the other hand, the number of those who foresee the building of a professional career in another country is approximately three times that of those who definitely reject the whole idea. To sum up, based on the concepts about the future we might say that half of the healthcare specialists are going to find a job outside of Hungary, although these kinds of prognoses might not be equal to necessary realization.
Working abroad does not definitely mean having any sort of intention to move abroad forever. More than a quarter of the healthcare specialists asked (28.4%) have not even had such kinds of thoughts in mind, the rest could only imagine final emigration under the following conditions and circumstances (see Most of the healthcare specialists asked do not think about entirely moving abroad or definitely reject this idea. Hardly 20% of the employees in healthcare consider the possibility of moving to and living in another country to be real, and only a very tiny minority of them has moved towards realization so far. Among students of general medicine, 77.7% plan to move abroad. Regarding the strength of plans, the situation is quite similar to the vision of the healthcare professionals (SZÓCSKA et al. 2007 ). As for the willingness and tentative of migration, the sample of the healthcare specialists asked shows an ambivalent picture: They share a strong willingness to work, but reject the idea of living abroad (emigration): 2.2% (among students of general medicine 5%) (SZÓCSKA et al. 2007 ). So, it can be stated that the probable migration tendencies in a standardized environment are going to be limited in time and mainly employmentrelated.
Considering the fact that the healthcare specialists asked were not all employed -some of them still held a student status, so were at the moment involved in study or training processes -we might ask whether they had plans of training or studying abroad behind their migration actions.
More than one-third of the healthcare specialists asked (35.4%) are willing to study in foreign countries; while most of them (31.4%) would leave Hungary only for a few months, 4% of them would like to graduate from some foreign institution. But two-thirds of the sample do not even consider the possibility of studying abroad or are not thinking about this question (N = 654). It seems that academic migration fits the working abroad type of migration better than the emigration type. The three analyzed migration processes and the interconnection analysis of the tentative shows another result. Namely that the migrations with different purposes finally have a strong correlation: employment is in a significant relation with emigration (Pearson's Correlation = 0.284, sig.level = 0.000) but has no connection with the study-abroad sort of migration. At the same time this last one correlates to the final move (exodus) (Pearson's Correlation = 0.198, sig.level = 0.001) but does not correlate to employment. We can see from all the above that regardless of what the reason for leaving the country is, working or studying abroad, it is firmly tied to the willingness of emigration, while the mobilities with employment or study purposes happen in the same dimension both strategically and in action taking.
The migration tentative with the purpose of having an employment, studying and emigration is not entirely segregated, but there are common points in it. Yet it is still a relevant question whether these have a model drawn or it can be found among the healthcare specialists asked or there are any well-defined clusters among them. So, the question is which groups tend to realize and follow one or the other mobility model. To find out which kinds of socio-demographic and other types of cognitive background factors that we already considered may have an impact on the initiatives of migration, we used the method of stepwise regression. We found all types of migration tentatives with different aims strongly diverge, except for one factor (foreign language knowledge). Planned migration with the purpose of working abroad (employment) finally depends definitively on having a language exam of the appropriate level and on the job opportunities. Table 1 shows the fact that the willingness of working abroad appears in a quite homogenous form among healthcare specialists. Among the analyzed indexes only the existence of a language exam and the satisfaction level with the job opportunities in Hungary have proven significant.
Study abroad motivated mobility is specified in Table 2 . EJMH 4, 2009 Twice as many factors (4) influence these types of ambition and possible actions to be taken as in the previous group. The specification, the level of studies, the language exam again and the age. So, these basically 'learnt' cultural conditions and age have an influence on how strong the study abroad motivated migration is in the ideas of the healthcare specialists asked.
Finally, the case is different when speaking about leaving the country and moving abroad (emigration).
The final emigration to a foreign country definitely depends on how satisfied the healthcare specialists asked were with the lives of their own parents in Hungary, on their language exams and on their gender. This type of migration is preferably a phenomenon depending on the way of life in general, and on the individual position in life. The gender in this question is certainly not explained as a biological fact, but as a role framed by social norms, mobility chances and social controls. 
The attributes of time and place in migration
The migration processes do not only mean leaving a country but also getting somewhere. So, we can say healthcare specialists finally decide to leave Hungary based on and mainly because of difficulties in employment, individual lives, and typical attitudes of different lifecycles. Another important question is what attracts, motivates them in migration, what can be behind their mobility. The preferred points of view in working abroad reflect a special professional culture. Healthcare specialists do not fit into the nowadays so fashionable employment strategies. First, the stability of the employment means the most for them. The legality of the job taken is the strongest, and the 'does not matter what' opportunity is the weakest preferred value for healthcare specialists. At the same time the professional motivation and relation is also very strong, while the high salary can be a motivating aspect. But it seems the career, the social, environmental and study factors do not play any special role in their willingness to migrate. Of course these viewpoints of choice describe different trends in the sample.
The final result of factors (4 factors) can explain over 50% of the original information (Explained % of Variance for the first four factors: 16.826, 12.205, 11.205, 9.837%), so they can be accepted as ways of reducing items.
We can observe the following in the foreign employment (working abroad) strategies of healthcare specialists: -There is a conscious, well-defined strategy seeking legal and social stability.
-There is an individual, independent, professionally well-founded selection mechanism working in the background. -There is a career and salary centred decision making model. -There is a free choice making model motivated by the possibility of studying, and gaining experience. These trends are rather independent and basically describe all migration tendencies among healthcare specialists. Based on the examined factors it can be said that it is not a homogenous decision and choice making culture but it is the influence of rather strongly differentiated motivation factors that lead our colleagues abroad. The correlations of the individual factors (decision and choice making viewpoints) were examined by several socio-demographic and professional groups, with correlation calculations. But no significant correlation could be found between them and the factors mentioned. This fact means that the strategy of foreign employment is not organized based on well-defined professional-social groups of certain life situations, but it is rather formed based on individual value preferences. We can only report the relatively strong trends of these latter ones.
Time, place and goal aspects of migration tentative
The aspect of time in case of the study-abroad type of migration has already been analyzed and shown. In general, it could be said that healthcare specialists can only imagine a few months spent abroad studying, but to think of staying for a longer term in a foreign country is not yet typical among them. The dimensions of time when speaking about moving abroad forever (emigration) are quite self-explanatory. Thus, the only real question is related to the idea and length of working abroad. The actual dilemmas in professional and training policies also appear in this dimension of migration. More than one-third of healthcare specialists (38.1%) tend to stay and work abroad for several years. Less than 20% of the healthcare specialists asked plan to workjinjajforeignjcountryjforjajmuchkshorterkperiodjofjtimejandj10%jofjthemjwould stay abroad depending only on the job opportunities. 25% do not have any exact idea concerning the length of their stay abroad. All this demonstrates the fact that those who are planning to leave Hungary to work in a foreign country do not share common views on the length of time to be spent abroad either. This trend also suggests that there is no standard, homogenous vision in case of migration in the minds of the healthcare specialists asked.
The most important motivating factors in migration tentative are the financial ones and the possibility to learn the language. The opportunities in gaining experience do have an important role in the formation of the willingness in migration. However, self-realization, network building and job opportunities in themselves do not constitute any relevant attractive factor. So, it is the cultural and capital gathering strategies that primarily motivate the tentative to work abroad.
The motivating values can be placed in three well-defined categories of factors. In the first factor a definitively self-realizing, auto-expressive, identity seeking model can be expressed. In the second one the existence-building, material capital gathering model, while in the third one the work and position oriented thinking can be recognized. Though there might be a connection between the migration strategies and certain socio-demographicjorjemploymentjmarketjindicators,jaltogetherjitkcankonlykbeksaid that regarding the motivation system of working abroad no similarly exact model can be seen. As a result, the healthcare specialists interviewed do not form any cluster that could be well-segregated based on the reasons why they would like to work in a foreign country. It is probable that the individual lives, unique cognitive structures, individual life philosophies organize them in one or another model.
The power lines of the migration potential
As it was already mentioned above, migration intentions and steps always derive from factors leading and attracting towards that same purpose. The migration action is always a result of the motivating potential of two environments: the one which 'lets go' and the other, which 'welcomes'. The main question though is to identify the dominant one. Based on linear regression analysis we can say that in case of all three migration types the welcoming environment has a substantially stronger influence than the other one. The final moving decision is determined by the factors summarised in Table 7 .
The job opportunities in other countries, the better career possibilities and the dissatisfaction with the lives of the parents are the explanatory reasons of this migration model. To sum up, attractively better conditions and the individual lives' repulsion effect can end up in this form of mobility. Mobility with the purpose of work is mainly motivated by adventure seeking, a better expected work environment and conditions in the welcoming country and also by an unsafe and unformed attitude. It can be seen that the migration process, preferably as a value in itself, motivates this strategy, and the positive image of the work environment attracts the most those who were asked. Those who are motivated by the idea of seeing the world and becoming more experienced at work are the ones who would mainly like to go abroad to study. Finally we can see that all migration intentions, tentative are highly influenced by the attraction potential and certain conditions of the welcoming environment. The process of migration, maybe as this is a 'new' possibility, appears as a value, though at the same time the repulsive aspects do not gain a dominant role. Even if the life and working conditions of healthcare specialists do have problematic points, it seems these are not included in the relevance field of the migration potential.
Socio-demographic indicators of the migration intentions
The differences in migration intentions, tentative primarily appear when considering professional specializations, age, studies and language knowledge. Fewer differences can be recognized among healthcare specialists with different backgrounds, experiences or studies. It is a very interesting fact that neither the place of residence, social status, nor the subjective attitude to that could make any significant difference in EJMH 4, 2009 migration intentions. This can be explained by two factors: on the one hand, the migration potential possibly acts as the pre-disposition of the globalization process, and its sub-cultural aspects are hardly definitive. On the other hand, the social status of healthcare specialists, as we have already seen from the previous researches, is very homogenous.
Table 10
Plans to work or study abroad (in different specializations and in different age groups) (%) (N = 654) The differences are most visible among those who predict the migration walk of life to be chosen with certainty. Although most of the young, still studying future healthcare specialists (25% of the students from the faculty of nursing and patient care), who are still doing their studies in healthcare higher education programs are certain about working abroad, those healthcare specialists who are actively working in healthcare, generally belonging to an older generation, predict such a lifestyle for themselves in a significantly lower prevalence. Among them the prognosis is quite homogenous, except maybe in case of the ambulance officers, who can see more chances in working abroad.
We can find the same types of distributions when considering the study abroad plans, mainly in case of the short term ones (Pearson Chi-Square: 53.825, R = 0.001). Among the above groups no clear differences can be seen in case of the long term mobility with the purpose of studying, similarly to the question of moving abroad (emigration).
The opportunities of mobility with the purpose of working abroad are measured in an ambivalent way by the healthcare specialists with different backgrounds and levels of studies. While those having higher levels of education, mainly those who already have a degree, are more open towards these solutions, their migration intentions are mostly in the 'possibly' category.
Those who certainly want to work abroad are mostly found in the group of healthcare specialists having only a high-school graduation. While a degree in healthcare represents an obvious value on the market and improves the chances of working abroad, people holding qualifications from higher education can fulfil their own ambitions at home, so they are not so motivated in going abroad (Pearson Chi-Square: 35.134, R = 0.019). In the meantime, the most attractive alternative for them is the short term study abroad (Pearson Chi-Square: 39.911, R = 0.059). The possibilities and chances of migration for working abroad are obviously and linearly increased by having a language exam/speaking a foreign language. The same goes for migration with academic purposes: those speaking a foreign language are more open to such a career (Pearson Chi-Square: 27.233, R = 0.002). But speaking a foreign language does not afford enough background for moving abroad forever (emigration). Even if this step is also mainly taken by those who are better prepared in a foreign language, the difference, compared to those who have less competencies in foreign languages, is not significant , R = 0.111).
Characteristics of international and multinational sensitivity and competencies required for the migration activity
The analysis of the language exams highlighted the question of those cultural conditions, which allow or increase the possibility of migration for healthcare specialists. In the present study we can only examine a few elements of this cultural integrity. It is very important to show these, because one's own migration potential depends on per-sonal attitudes and values concerning multicultural society, communities and everyday life in culturally strange circumstances.
Apart from speaking a language, that is the knowledge-cognitive type of abilities, we must mention the system of values and attitudes. These basically contain an open attitude, tolerance, communication and moderation skills towards persons and colleagues representing other cultures. The general attitude tends to reflect tolerance and acceptance. This is even spiced with happy acceptance rather than acceptance with reservation. In general, it can be stated that 60-80% of the healthcare specialists asked would accept to work in the same environment with people arriving from the countries mentioned above, and twothirds of them would be happy to do so. 15-20% of the students are neutral to the country of origin of the others, and do not care about differences of that kind or the problems that may occur based on these cultural differences. Only a very small per-centage refused the idea of such a situation, and only 1-2 persons asked were definitely against it. This refusal appeared in higher numbers only concerning 2 positions: the representative of a (human) rights group and the healthcare politician. Every tenth student would have problems in accepting foreign people working in these positions. An interesting aspect of the acceptance attitude of the students is that while 2.5% would not accept an MD from abroad as a colleague, in private more than twice this figure would refuse to use the services of a foreign MD from another EU member country. The general acceptance attitude appears in a differentiated way when considering other specializations or professions too. It is mainly visible when speaking about working in the direct environment at the future workplace of the students asked, so MDs, same or lower level healthcare specialists. Concerning the specialists and patients appearing in any other fields, the tolerance level is lower and the accepting attitude is a little bit weaker. In the case of patients this is understandable as here the number of 'neutrals' increases, so do those who do not care about the country of origin of the patients in question. It is possible that in this case the 'theory of functional specificity' of Pearsons works in the thinking of the students.
But it is not so easy to find the answers to the lower level of acceptance of those who are situated further away in the professional field. We receive the following results when the acceptance forms in different professional and activity fields are used as attitude scales (only conditionally).
Whilst the acceptance level of the specialists and experts arriving from developing countries in different positions has a basically similar structure to those arriving from the EU member countries, there are many differences as well. Firstly, it is definitely true that the tolerance level towards the workers arriving from developing countries is much lower than in case of the EU members. This appears in a strange relevance even in the most tolerant field, too (same or lower level colleague, MD). In these positions this is not the refusal but the number of 'acceptance with reservation' that increased compared to the number of tolerance. The students asked prefer to have patients from 'our' cultural world, rather than from further away, or from a cultural environment so different from ours.
Concerning all this it must be mentioned that based on the basic conditions in the Western European healthcare employment market, those who tend to migrate and to work abroad will have to cooperate with colleagues and specialists arriving from developing areas of the world, rather than local professionals. Not to mention the clients, who also represent a different culture.
Summary
To sum up, we can say that the dark vision in the public thinking about the migration of healthcare specialists in the near future has some real basis. The prognosis is definitely true inasmuch as the migration processes have certainly increased in potential during the last few years, compared to the past.
Four years ago, when we did a study about migration to work abroad, the number of those who predicted leaving the country for certain was the same as today. But the number of those who rejected the whole idea was far higher than nowadays. At that time 20% of healthcare specialists considered a career like this impossible 3 , while now their number is less than 5%. When taking into consideration the fact that the recruiting processes are far more intensive and organized than they used to be, we can expect that a larger number of people can be convinced than ever before. However, the migration intentions are not definite, homogenous or final. They are linked to certain conditions, well-defined background factors. They are unsafe from many view-points and do not affect the whole professional group. The interventions, aiming to keep healthcare specialists in Hungary, still have a chance.
Concerning migration types, study (academic) and work (career) purposes dominate. But among healthcare specialists emigration (moving abroad) is not a preferred model. The first two models are very strongly linked. Partly because they have common parts, and partly as one guarantees the other. Yet, the third model is segregated, even on the level of its appearance, and in addition this is not linked to the other two. All this means that the temporary migration and the temporary 'profit increasing' aspect of mobility dominates, but the idea of moving abroad, to leave the country (emigration) do not play any important role in the thinking of healthcare specialists and in their walks of life.
In the background of the above mentioned forms of migration, the following factors have a differentiating role: specialization and education, a job opportunity adding up to these, language skills, gender and age. At the same time, other more specific socio-demographic factors like origin, level of education or place of residency, do not make a difference in the migration potential. This shows the fact, which was reinforced by other markers, that the individual life situations and indicators of walks of life do have a very strong impact on the tentative and willingness of migration. The group of healthcare specialists in Hungary -we speak about 100,000 people -is quite homogenous in the field of determined migration intentions.
The system of values and targets behind the working abroad mobility, which is the most important form of migration, explains quite a lot: priority in motivation is given to the safety values and career opportunities and secondly to the expansion of individual autonomy and studying. As a specific goal the financial (existence building) and language skill improvement appears.
Whilst the migration intentions have a quite homogenous background, the mobility tentative seems to be very divergent. There is no specific migration model in the thinking and life strategy of healthcare specialists. On the contrary, the general situation is composed of many smaller sub-cultures, and of individual forms, therefore we cannot speak about one single social model of migration for healthcare specialists.
Finally, the strength of migration is expected to grow modestly but continuously, as the moving and heterogenous characteristics, the unique constellations of individual factors are most probably in harmony with the fact that the professional group in question shares cultural and globalization predispositions which do not fully support the migration intentions and tentative.
